Bariatric surgery is the most effective treatment for obesity, leading to long-term weight loss, improvements in quality of life, and reduction of obesity-associated comorbidities. 1 However, long-term complications are reported. Importantly, concerns about such complications represent a considerable barrier for eligible patients considering surgery.
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Association of Long-term Anastomotic Ulceration After Roux-en-Y Gastric Bypass With Tobacco Smoking
Bariatric surgery is the most effective treatment for obesity, leading to long-term weight loss, improvements in quality of life, and reduction of obesity-associated comorbidities. 1 However, long-term complications are reported. Importantly, concerns about such complications represent a considerable barrier for eligible patients considering surgery.
2 A common long-term postoperative complic ation for the Roux-en-Y gastric bypass (RYGB) procedure is anastomotic ulceration (AU). Although AU after RYGB is a well-recognized adverse event, its documented incidence varies widely. 3 Additionally, tobacco-smoking has been implicated in the pathogenesis of AU. 4 The aim of this study was to describe the epidemiology of AU after RYGB and measure the association of tobacco smoking with long-term AU incidence. Patients who developed AU were compared with patients without AU on measures of demographics and comorbidities present at the time of the initial RYGB procedure. Possible prognostic factors were selected according to the variable importance ranking from 5 cross-validation processes that were repeated 10-fold using logistic regression models to prospectively identify odds of AU. The cumulative incidence is reported with corresponding 95% CIs. The association of tobacco smoking and AU diagnosis was examined through a multivariable Cox proportion hazard model after adjusting for age, sex, and the remaining a P values were based on multivariable Cox proportional hazard models.
Methods
Letters associated factors (Table) . Analysis was performed using SAS, version 9.4 (SAS Institute Inc). We regarded a P < .05 as indicating statistical significance.
Results | There were 35 075 patients who underwent an RYGB procedure. Their mean (SD) age at the time of surgery was 42.5 (10.9) years; 28 439 (81.1%) were women. The overall cumulative incidence of AU was 3.2% (95% CI, 3.0%-3.4%) after 1 year, 4.7% (95% CI, 4.5%-5.0%) after 2 years, 7.9% (95% CI, 7.6%-8.3%) after 5 years, and 11.4% (95% CI, 10.9%-11.9%) at 8 years after RYGB. Risk factors that were independently associated with AU development were identified (Table) ; these included history of tobacco use. The observed 5-year incidence ranged from 5.2% (95% CI, 4.4%-5.9%) for patients with 0 or 1 risk factors to 15.9% (95% CI, 13.5%-18.4%) for patients with 5 or more risk factors. History of tobacco use was significantly associated with the development of AU (adjusted hazard ratio, 1.56; 95% CI, 1.41-1.73; P < .001), with significantly higher cumulative incidence at all points examined (Figure) . Notably, the estimated 8-year cumulative incidence of AU in patients who used tobacco at the time of surgery was 17.8% (95% CI, 15.9%-19.7%).
Discussion | This study illustrates the significant long-term risk of AU after an RYGB procedure. Although there is a wide variation in the previously reported rate of AU, 3 the present study suggests that this complication is commonly identified on longer follow-up. Importantly, longitudinal assessment demonstrates a progressive increase in the cumulative incidence of AU throughout the period examined. This dose-response effect of time on AU incidence is in accordance with previous studies that show lower rate of AU with prolonged preventive therapy.
5
The effect of tobacco use on AU has been suggested by previous studies, although the exact impact size has been unclear. 4 In this study, 17.8% of patients with a history of tobacco use at the time of RYGB surgery developed AU within 8 years. Given the postbariatric surgery recidivism of substance use, including tobacco, despite perioperative cessation, 6 these findings emphasize the need for proper patient and bariatric procedure selection. The findings of this study underline that the incidence of AU after RYGB is more common than previously reported and that it progressively increases over time. Despite the limitations of the retrospective design, the lack of bariatricspecific granular data, and the possibility of missing patients with AU who were diagnosed and managed exclusively outside the hospital setting, the long-term effect of tobacco use on this complication is profound. Such information can potentially aid in procedure selection at the time of initial bariatric surgery or guide patient selection for targeted AU preventive and surveillance strategies. 
COMMENT & RESPONSE

How We Measure Surgical Trainee Performance Matters
To the Editor We read with interest the investigation of psychometric predictors of resident performance by Gardner and Dunkin. 1 The burdens of selecting and retaining trainees are considerable, and we appreciate their efforts to identify the most promising candidates. However, we are concerned that the study goal and methods are not aligned in a way that allows meaningful conclusions to be drawn. The primary outcome, resident performance, was a complex derivation of a number of factors, most heavily weighted for faculty evaluation.
1 One of the primary variables of interest found to be predictive of performance was the study's situational judgement test (SJT). Importantly, this instrument appears to have been developed by the same faculty who may have ultimately provided the evaluations of resident performance. An association between the SJT and faculty-rated resident performance demonstrates consistency of faculty assessment rather than additional predictive ability of the SJT. More concerning, we worry that the authors' stated intent and their research question are misaligned. The implied motivation for this investigation was identification of screening methods to reduce resident remediation and attrition.
1 First, remediation needs have not been previously correlated with attrition and may even be protective. 2,3 Second, remediation was not a measured data element in the study and may not be associated with the study's findings. Finally, we suggest that reducing remediation and attrition may be short-sighted for achieving the ultimate goal of our profession's training paradigm: producing exceptional surgeons. The authors' implication that the US Medical Licensing Examination
Step 1 scores and the SJT can predict the best residents misses the importance of training the best surgeons. For example, using the authors' methods and conceptual model, 1 a logical conclusion is that more than one-third a resident's performance should be determined by their ability to complete administrative tasks and that we should be using selection tools that predict diligent paperwork completion. Surgical training is incredibly demanding, and each trainee's course is sometimes unpredictable. Many renowned surgeons throughout history were eccentric or borderline trainees. We need to focus on selection tools that identify long-term success rather than short-term ease of training. Many other high-stakes fields have recognized the tension between institutionalized conformity that produces a consistent product and training as a selection mechanism that hones the best out of each trainee.
4 Encouraging program directors to use performance evaluations as indicators of selection success may unintentionally limit diversity and is unlikely to reduce training inefficiencies that currently exist.
